WELCOME!

PATIENT INFORMATION

Name: Preferred name: DOB:
Address: City: State: __ Zip:
Home #: Cell #: Work #:

55: Driver’s license #: Sex: M F  Email:

Please circle one: Child Single Married Separated Divorced Widowed
Patient employer/school: If school, full time student?

How did you hear about our office?

In case of emergency who should be notified? Phone:

PRIMARY INSURANCE

Person responsible for account: Relation to patient:

Address (If different from patient):

Cell #: Subscriber Name: DOB:
Insurance Company: Employer: Phone #:
Group #: Subscriber ID #: 55

ADDITIONAL INSURANCE

Is patient covered by additional insurance? YES NO

Subscriber Name: DOB: Relation to patient:
Insurance Company: Employer: Phone #:
Group #: Subscriber ID #: 55:

ASSIGNMENT AND RELEASE

| certify that |, and/or my dependent(s), have insurance coverage with and assign directly to
Dr. Janet Euzarraga, DDS all insurance benefits, if any, otherwise payable to me for services rendered. | understand that |
am financially responsible for all charged whether or not paid by my insurance. | authorize the use of my signature on all
insurance information. The above named dentist may use my health care information and may disclose such information
to the above names insurance company (ies) and their agents for the purpose of obtaining payment for services and
determining insurance benefits payable for related services.

Signature of patient, parent or guardian: Date:

Please print name of patient, parent or guardian: Date:




Health Information

Patient Name: Date:

Have you experienced any of the following?

YN Angina/Chest Pain YN Frequent Cough YN Pain in Jaw Joints YN Excessive Thirst

YN Breathing Problems YN Frequent Diarrhea YN Recent Weight Loss YN Fainting or Dizziness
YN Bruise Easily YN Frequent Urination YN Sinus Problems YN Nervousness

YN Difficulty Swallowing YN Hives or Rash YN Swollen Joints YN Jaundice

Are you allergic to any of the following?

YN Penicillin YN Tetracycline YN Vicodin YN Local Anesthetic
YN Latex YN Erythromycin YN Valium YN Metal

YN Aspirin YN Codeine YN Nitrous Oxide YN Food

YN Percodan YN Other:

Have you ever had any of the following?

YN AIDS (HIV+) YN Cortisone Medicine YN High Blood Pressure YN Radiation Treatment
YN Allergies (Pollen Dust) YN Diabetes YN Kidney Problems YN Scarlet/Rheumatic Fever
YN Alzheimer’s Disease YN Drug/Alcohol Addiction YN Hypoglycemia YN Sickle Cell Disease
YN Anemia YN Dry Mouth YN Liver Disease YN Skin Disease
YN Angina YN Blood Disease YN Leukemia YN Stroke
YN Arthritis/Gout/Rheumatism YN Emphysema/Lung Disease YN Low Blood Pressure YN Stomach Problems/IBS
YN Artificial Heart Valve YN Epilepsy or Seizures YN Lung Disease YN Intestinal Problems
YN Artificial Joints/replacement YN Glaucoma/Eye Disease YN Migraines YN Orthodontics
YN Asthma YN Heart Attack/Failure YN Mitral Valve Prolapse YN Osteoporosis
YN Cancer/Chemotherapy YN Heart Murmur/Irregularity YN Periodontal Treatment YN Tuberculosis
YN Cold Sores YN Hepatitis A/ B/ C YN Psychiatric Care YN Tumors or Growths
YN Congenital Heart Disorder YN Herpes YN Thyroid Disease YN Ulcers
YN Transplant
YN Other:
Have you had any previous dental complications? YES or NO If yes, please
explain
Are you currently under the care of a physician? YES or NO If yes, please
explain
Have you been admitted to a hospital or needed emergency care during the past two years? YES or NO
If yes, please explain
Women: (please circle) Pregnant/trying to get pregnant Nursing Taking oral contraceptives

Have you taken any supplements, tobacco and alcohol or had significant weight loss in the last 3 months?

List all current medications:

To the best of my knowledge, all the preceding answers and information provided are true and correct. If | ever have any change in my health, | will inform the doctor
at the next appointment without fail.

Signature of patient, parent or guardian: Date:

Dr. Euzarraga Signature: Date: Patient BP:




REFERRAL PROGRAM

We believe that the best compliment you could possibly give us is the confidence
to refer your family and friends to our office. Because of this, we would like to
introduce you to our Referral Program.

When you refer one of your family members or friends and they come in to our
office for service, we would like to thank you with a gift card to one of the
following:

(Circle your favorite 3)

Target Kneaders Starbucks Harkins/AMC Hobby Lobby
Spinato’s  Home Goods Florencia  Charleston’s Angel Nails
Home Depot

THANK YOU IN ADVANCE FOR
REFERRING YOUR FAMILY AND
FRIENDS!

©

Please make SURE they mention your name when asked how they heard about us



ACKNOWLEDGEMENT OF RECIEPT OF NOTICE OF
PRIVACY PRACTICES

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to
document our good faith effort to obtain that acknowledgment.

**You may refuse to sign this acknowledgement™*

l; , have received a copy of this office’s Notice of
Privacy Practices.

(Please print name)

(Signature)

(Date)

AUTHORIZATION TO RELEASE INFORMATION

Purpose: This form is used to obtain authorization to release information regarding yourself
covered under the Privacy Act to people other than yourself.

l, , authorize the following person(s) to have
access to information covered under the Privacy Practice regarding myself.

(Please print name) (Relationship)
(Please print name) (Relationship)
(Please print name) (Relationship)

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

Individual refused to sign

Communication barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement
Other (please specify)

O O O O




NOTICE OF PRIVACY PRACYICES
DENTAL PROFESSIONALS OF AF

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

QUR LEGAL DUTY

%mwwmmmmwmmmmdm.mm We are also required to provide you with this
mmmwm-mmwmumammmp;mm We must follow the privacy
practices described in this Notice while it is in effect. mmwmmz&wawmmmmw“ma

Wen?mux praclices, andfor this Notice, from fime fo time. ﬁ.mmeﬁlmmeoﬁm.mmwﬂemma
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Patiant-Related Communications:
photography, no cavity club” for chlidren, and telephoned-in

B. Uses and Disclosures for the Pubiic Need
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Regquired by Law: mmmammmmmmﬂmwmwmm
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Product ) Repair and Recall: mmmmmmmwawwmwm&mmwuﬁmw.m
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Workers' Compensation: mmmmmwwmmmmmwm'mmmmmm
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